INTRODUCTION
Lipedematous scalp is a rare cutaneous condition of unknown etiology and pathogenesis. It is characterized by thickening of the subcutaneous layer of the scalp. It was first described by Cornbleet in 1935 , who reported a 44-year-old black woman who presented with thickening and softening of her scalp [1] . However, the term "lipedematous scalp" was first introduced by Lee in 1994 to differentiate between this condition and others such as lipedematous alopecia [2] . Since then, only 45 cases have been reported in the medical literature.
CASE REPORT
A 59-year-old Arabic female presented to our Dermatology Clinic complaining of thickening of the scalp and headache for the past 2 years. The condition started as a gradual thickening and spongy feeling of her scalp associated with headache. The patient had no history of hair loss or head trauma. Her medical history included Hypertension, Diabetes Mellitus II, Dyslipidemia, Osteoporosis, Osteoarthritis, Cervical spondylosis and Major Depressive Disorder managed medically by the following medications: Aspirin, Pantoprazole, Insulin, Metformin, Escitalopram, and Atorvastatin. There was no history of similar condition in the family. Clinical systemic examination of the patient was unremarkable. Scalp Examination showed normal hair density with no apparent hair abnormality. Scalp skin was normal and hair pull test was negative. On palpation of the scalp it was thick, soft, had a spongy texture without fluctuation and mildly tender all over. There was no pitting of the affected area. No further abnormality was seen in skin, mucous membranes or nails. Complete Blood Count, Liver Function Test, Renal Function Test, Thyroid Function Test and Lipid Profile were within normal limits. Computerized tomography (CT) of the head showed diffuse thickening of the scalp measuring almost 14.4 mm with no brain tissue abnormality (Fig. 1 ). Scalp incisional biopsy showed normal Epidermis, dermal edema, elastic fibers fragmentation and markedly increased thickness of the subcutaneous fat (Fig. 2) . So our final diagnosis was lipedematous scalp. The patient was reassured and a follow up visits to the clinic every 12 weeks was arranged for reevaluation since no effective treatment is available for this condition up to date.
Prior to the study, patient gave written consent to the examination and biopsy after having been informed about the procedure.
DISCUSSION
Lipedematous Scalp is a rare condition of unknown etiology and pathogenesis. It is characterized by thickening of the subcutaneous layer of the scalp. The condition results in a soft, spongy, or doughy quality detected during palpation. When associated with hair loss, it is referred as Lipedematous alopecia. Lipedematous Scalp and Lipedematous alopecia are two entities with similar clinical morphology, imaging features and the slowly progressive course over a period of years. Lipedematous Scalp was first described by Cornbleet in 1935 who reported a 44-year-old black woman with thickening and softening of her scalp which felt like a cotton.1 While Coskey et al in 1961 reported lipedematous alopecia [3] . In 1994, Lee et al reported the second case of lipedematous scalp in a Korean woman [2] . Since then, 45 cases have been reported in the literature [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] . Scalp thickening is usually localized at the vertex and occipital areas and may slowly expand to the entire scalp. Patients may have associated symptoms of pain, paresthesias, headache, burning sensations, tenderness, or pruritus. The diagnosis depends upon the clinical features and pathology, which shows thickening of the subcutaneous adipose tissue of the scalp. Both Magnetic Resonance Imaging and head ultrasound scan can be useful to identify and measure the increased scalp thickeness. Different hypotheses have been mentioned in the literature concerning the pathogenesis of lipedematous scalp. There is a debate as to whether leptin plays a role in the development of hyperplasia of subcutaneous fat. This hormone is known to be involved in a longterm feed-back mechanism that regulates fat mass and distribution. Additionally, Yip et al mentioned that leptin plays a role in lipoapoptosis, and serves as a candidate hormone in the pathogenesis of LA and LS [17] . Jone et al suggested adipose metaplasia and the developmental displacement of adipose tissue or possible origin of adipocytes from the wall of dermal vessels in the course of degenerative changes in dermal connective tissue in a manner similar to hamartomatous lesions [18] . Martin et al reported that the presence of edema of the thickened adipose tissue and dilated lymphatic vessels suggest that lymphangiectasia may be responsible for hair loss because it is found only in those patients with lipedematous scalp and alopecia [19] . While some authors relate alopecia to compression of the superficial blood capillaries by the increased volume of the subcutaneous fat layer within the thickened scalp. It seems that both mechanisms play a role in hair loss associated with some cases having lipedematous scalp. Besides, headache may result from pressure on dermal nerves caused by dermal edema and thickening. To date no guidelines for the treatment of Lipedematous scalp or Lipedematous alopecia have been reported. Systemic and intralesional steroids have been utilized with no clear effect. Yip et al reported a successful treatment of Lipedematous alopecia by surgical intervention with de-bulking and scalp reduction [17] .
CONCLUSION
Lipedematous scalp and lipedematous alopecia are two rare dermatological disorders with unknown etiology and pathogenesis with no consistent systemic comorbidity. Up to date, only 45 cases have been reported in the world and our case is an addition to this group of patients. Future studies are needed to reveal the pathogenesis and treatment of this rare disorder. 
